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o) 1D SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF GORRECTION (45).
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENVIFYING INFORMATION) TAG : cnoss-ns#sasgggglﬁ c'rgeappaopnmm DATE
F 157 | 483.10(b)(11) NOTIFY OF CHANGES ~  F457 ‘The: filing of this Plan o_f (:‘orrection does
§8=D | (INJURY/DECLINE/ROOM, ETC) not const_itute an admission that the
' deficlencies alleged did, in fact, exist,
A facility must immediately inform the résident: This Plan of Correction is filed as
consult with the resident's physictan; and if evidence of the facil; ;
known, notify the resident's legal representativs the requirement D‘; ;:yr:i?:icgi?ﬂy w:;h
or an interested family member when there is an A . ParticipaLion an
accident involving the resident which results in continue to provide high quality
injury and has fhe potential for requiring physician resident care. -
intervention; a significant change in the resident's
physical, mental, or psychosotial status {ie.a 11/11/13
deterioration in health, mental, or psychosocial
sfatus In either life threatening conditions or
clinical complications); a need to alter traatment
significantiy {i.e., a need to discontinue an F157
existing form of treatment due fo adverse - .
consequences, or 1o commence a new form of The physician was notified of the
-'traatmgnt): ora decisfon_tlo transfer or dispharge Registered Dietitian
éﬁﬁg}g&it from the facility as specified in recommendation for Res. #6 and the
" rate adjustment was made on the
The facility must also promptiy notify tha resident tube feeding. Res. #6 has had no
and, if knawn, the resident's lagal representative additional weigh
or Interested family member when thers is a eight loss to date,
change in room or roommate asaignment as . . .
specifled in §483.16(e)(2); or a change in The Director of Nursing, Assistant
resident rights under Federal or State jaw or Director of Nursing andfor
rguiations as specified in paragraph (b)(1) of Registered Nurse Supervisor will
% Sectan. review all charts for Registered
The facility must record and perladically update Dietitian recommendations before
the address and phone number of the resident's November 30, 2013. The processto  |V/30/2013
legal representaive or i_merested family member. ensure that all Registered Distitian
recommendations are reviewed by
This REQUIREMENT is not met as evidenced the physician in a timely manner has
by: '
Based on medical record review, observation, f)e?n dreVISEd' Ti?e proces_s c-h‘ange
and interview, the facility falled to notify the includes the Registered Dietitian
physician in a timely manner of a Registered -
' DER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE X&) s
PR /. ! *
~ Aty e

e
other gafegyia

srogram participation.
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"The Tindings included:

-9/22/13. Wound on sacrum. Recommend to

Dietician's recommendsation for one resident (#6)
of twenty-{hree residents reviewed.

Resident #5 was admitted io the feicility on August
30, 2013, with diagnoses including Aspiration
Pnetmonia, Dysphagia, Anemia, Hypertension,
Status Post Coloatomy.

Mediical record review of a Nulritional
Assessment dated September 3, 2013, revesled
the resident was 5' 3" tall and weighed 117 Ibs.
{pounds), had an ldeal Body Weight of 115 [bs.
received nothing by mouth, and received tuba
feedings of Clucerna 1.2 at 55 mi (milliliters) per
haur twenty-four hours par day, with saline
flushes of 50 ml four times a day.

Medical record revigw of a;l'Registared Diefician
(RD} note datad Septembar 25, 2013, revaaled
“wi (weight) loss from 117.3 Ibs to 1026 Ibs

Increase TF (tube fedding) rata to 85mivhr (65
millifiters per hour) continuous. This would
increase calories to 1872124 hrs, Water flush
100mi q (every) 4 hrs, Goal= stop wt loss."

Medical record review revealed no dotsumentation
the physician had been nofified of the
recommendation to increase the Glucerna 1.2 to
65 ml per hour untit Ootober 17, 2013.

Medical record review of a Physiclan's Progress
Note dated October 17, 2013, ravealed "wt,
(weight) loss noted but edema has improved
dramafically...plan 1) (increase) TF (tube feeding)
and monitor resident,..” _

recommendations to the Director of
Nursing, Assistant Director of
‘Nursing and/or Registered Nurse
Supervisor and Administrator in
addition to the Certified Dietary
Manager. The Director of Nursing
and/or Assistant Director of Ny rsing
and Administrator will review the
recommendations and follow up
with the Certified Dietary Manager
and nursing staff to ensure the
physician is notified of
recommendations timely.

All licensed nurses will be
reeducated by the Director of
Nursing on the importance of
following up on recommendation
immediately by November 30, 201.3.

The Director of Nursing, Assistant
Director of Nursing and/or
Registered Nurse Supervisor will
audit all resident’s records that are
seen by the Registered Dietitian
weekly far 4 weeks then twice
monthly for 3 months. Audits will be
presented monthly in the Quatity
Assurance Process Impravement
meeting November 30, 2013.

CENTL:Y FOR MEDICARE & MEDICAID SERVICES OMB N
STATEMENT DF DEFICIENG|ES &) PROWDEWSUFFLIEFUCLIA ' {X2) MULTIFLE.GONST RUCTION
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A BURLDING
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o4y ID SUMMARY STAYEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION R
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) DEFICIENGY)
F 157 | Continued From page 2 F 157
Observation on Octoher 21 2013, at 3:32 p.m.,
revealed the resident lying on the bed receiving
Glucerna 1.2 at 85m! per hour.
Interview on Qcfober 22, 201 3, at 2:45 p.m., with
the Director of Nursing (DON), in the DON's
office, eonfirmed the physician was not notified of
the recommendation fo increase the Glucerna to
65ml per hour untl| Qctober 17, 2013.
F 221 1.483.13(a) RIGHT TO BE FREE FROM F2z1| F221
§8=D | PHYSICAL RESTRAINTS Restraint assessments have been 11/30/2013
The resident has the right fo be free from any completed for residents #138, %112,
physical restraints imposed for purposss of and #49. Care plans for these
discipline or convenience, and not reguired to residents have been updated
treat the resideft's mediqal symptoms. accordingly,
This REQUIREMENT is not met as evidenced By November 30, 2013, the facility .
tg: d ecial racord review, failly pol will have completed an audit on all
ased on medical recard review, facili pollcy . A )
review, ohservation, and interview, the facility bads by Assistant Director of Nufsmg
failed to assess the use of restraints for three and/or Registered Nurse Supervisor.
(#1 38, #112, and #48) of twenty-thres residents Residents with two side rails in place
reviewed. that would be considered 3 restraint
The findings included: will be assessed using the restraint
‘ : assessment form,
Resident #138 was admitted to the facility on :
October 15, 2013, with diagnoses including : 7
Aspiration Pneumonia, Atrial Fibrillation, All nursing s taff will be edu:at_ed to
Rheumatoid Arfhritis, and Diabstes Melfitus, the use of side ralls as positioning
and safety devices and when they
Medical record review of the Side Rail are considered restraints.
Assessment dated October 15, 2013, revealed Documentation requirements ill b
the resident used the bed ralls to assist in tuming \ hetion req ents will be
and repasitioning, included in this education, This
education will be completed by
FORM GMB-2587(02-89) Previous Versions Obisolale Event 105933811 Faciiity ID: TNA210 If continuation sheet Page 30f20
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F 994 November 30, 2013 by Assistant

- F221 | Continued From page 3
Director of Nursing,

Review of the facility's policy Restraints-Physical
dated December 2, 2004, revealed ", A physical
restraint is defined as any arficls, davice, or The Director of Nursing, Assistant
garment that is used primarily to madify resident Direftor (;tf N::rsing a ng} or sista

behavior by interfering with frea movsmant..." - . ]
Registered Nurse Supervisor will

Obsegvgtign on %Ofotber 2t§:1201 g:‘ aLQ:T ?l.’m-. audit 2 resident’s records per hall
reveaiad the resident seated on the bed wi

one-half side ralls raised in the mid-point of the p e'j week for 4 weeks tcf ensure .
bed, ’ rasidents are not restrained by side

rafls without proper assessment,
'ﬂtemew an Dctober22, 2013. at 1:15 p.m., with communication and documentation-
the Assistant Director of Nursing (ADON), in the ' The Directar of Nursing, Assistant
conference room, revesled the resident was abl € Uirectar of Nursing, Assistan

to exit the bed, and confirmed the one-half side Director of Nursing and/or
trgus ra;?fdf? the mi_dﬁ-poigt o; ﬂ;% bed, prev?nted : Registered Nurse Supervisor will also
& resident from exiting the bed in a norma
manner, and confirmed the resident had not been ensure that the care plan reflects
assessed for the use of a restraint. the teason for use of side rails and if
Resid i# ; ) th o an assessment is completed for the
esident #112 was_a n:llﬂe fo the Gﬂity on use Dfa restraint.
-October 8, 2013, with diagnoses Including Results of the audits will be

Diarrhea, Urinary Tract Infection, and Pementia. ’ .
presented monthly in the Quality

Medical record reviaw of 4 physician's order Assurance Process Improvement

dated October 9, 2013, revaaied "...Side rails up Meeting

times 2 fo aide in turning and repositioning... )

Medical record review of the Side Rail
Assessment dated October 9, 201 3, revealed
“...Medical symptom requiring usage of bed rails;
weakness, confusion ...(up) X 2 1o aid (turning
and repositioning)..."

Medical record review of the Physica! Therapist
Progress Note dated Ootober 16, 201 3, revealed
*...able fo safely complate all functional transfers
requiting minimal assistance...able to safely
fransition from sit stand requiring minimal

Fomcus-zaeﬂoz-es)mewousvﬂsmomlet; . Evant ID:635511 Faciity 10; Ths210 ' If continuation sheet Page 4 of 20
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TAG

I
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085-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)

F 221 | Confinued From pags 4
assistance..."

Obssrvation on Qotober 22, 201 3, at 2:45 p.m.,
revealed the resident lying on the bad with half
slie rails in the mid bed position raised bilaterally.

Interview on Oclober 22, 2013 at 1:20 p.m., in the
conference room, with the Assistant Director of
Nursing, confirmed no assessment had bean
completed for the yse of the siderails as a
restraint. :

Resident #49 was admilted to the facility on May
3, 2013, with diagnoses including Fractured Hip,
Hypertension, Peripheral Vascular Disease, and
Dementia. - ‘

Medical record review of the Side Rail
Assessment dated August 18, 2013, revealed
"...Does the resident use the bed rails fo assist in
turning and repositioning...yes...SR (side rails)
{upjx2.* .

Medical record review revealed no restraint
assessment for the sids rails had been
completed,

Observation on October 23, 2013, at 8:00 a.m.,
revealed the resident lying on the hed, with haif
side rails in the mid bed position ralsed bilaterally.

inferview on October 22, 2013, at 3:00 p.m. at the
nursing etation with Licensed Practical Murse #,
confirmed the resident was able to salf transfer
from the bed fo the whgalchair,

Interview on Qctober 23,2013, at&15am., in
the conference room, with the Assistant Director
of Nursing, confirmed no assesement had been

F 221
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F 221 | Continued From page 5 F 224
completed for the use of the side rails as a
restraint,
-F 278 483.20(g) - (j) ASSESSMENT F278| Fars 12/30/2013
reflect the condition of the resident’s
:e!;?daeiﬁtgs:ggg must accurately refiect the teeth with appropriate intervention,
All residents will have a dental
A registered nurse must conduct or coordinate assessment completed by Director
&ach assessment with the appropriate ; . :
participation of health professionals. of Nursing, Assnstan-t Director of
. Nursing and/or Registered Nurse
A registered nurse must sign and certify that the Supervisor by November 30, 2013
assessment is completed. A new form will be placed in the
Each individual who completes a portion of the admission packet for a dental
assessment must sign and certify the acouracy of assessment. All flicensed staff will be
that portion of the assessment, reeducated by November 30, 2013
Under Medicare and Medicaid, an individual who ‘| onthe proper way to assess 3
wlifuily and knowingly certifiss a material and resident’s dental health. Director of
false statement in a resident ?ssessment is Nursing, Assistant Director of
subject to a civil meney penalty of not frore than : .
$1,000 for each agsesement; or an individual who N”“"‘$ and/or Reg.lstered Nurse
willfully and knewingly causes another indivigual -Supervisor will audit all new
to cerlify a material and falee statement in & admission’s dental assessments for
resident assessment is subject to a civil mongy the next 4 weeks, and then §
penalty of not more than $5,000 for each admissions each month. Audit
assessment. .
: results will be reported to the
Clinical disagreement doss not constitute a Quality Assurance Process
material and false statement, Improvement committee.
This REQUIREMENT is not met as evidanced
by:
Based on medical record reviow, obiservation,
and interview, ths facility failed fo ensure an
FORM CMS-2667(02.99) Previaus Versions Obsolele Event 1D:598511 Fadility IB: YNBZ10 if continuation sheet Page §of 20
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o) ID SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRELTION o
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 278 | Continugd From page & F 278

accurate assessment of dental status for ane
resident (#8) of iwenty-ihres residents reviswed.

The findings included:

Resident #5 was admitted to the facifity on August
30, 2013, with diagnoses including Aspiration
Pneumonia, Dysphagia, Anemia, Hypertension,
and Status Post Colostomy, )

Medical record review of the Resident-Data
Collestion forim dated August 30, 2013, revealed
the resident did not have any testh or dentures.

Medical record revisw of the admission Minimum
Data Set (MDS) dated September 12, 2013,
reveated no dental issues ware identified.

Obssrvation an October 21, 2013, at 3:32 p.m.,
revealed the resident lying on the bed, with some
missing upper teeth, and stated necded g root
canal. -

Observation and interview on October 22, 2013,
at 3:00 p.m., with the Director of Nursing {BON)
revealed the resident lying on the bed, and the
DON described the residents teeth as appaaring
to have decay with some missing teeth.

Interview on October 22, 2013, at 8:05 p.m., with .
the DON, in the DON's office confirmed the MDS
dated September 12, 2013, did not reflect the
resident's fikely cavities and confirmed the
Resident-Data Collection form dated August 30,
2013, was not accurate as the resident had teeth.
F 278 | 483.20(d), 483.20{(k)(1) DEVELOP F27| -
ss=1 | COMPREHENSIVE CARE PLANS

FORM CMS3-2567(02:99) Previous Varsions Obsoleta Event |: 398811 Fagility 10: TNO21Q ) if nbntinuation sheet Page 70§20 .
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xXa 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FyL. PREFIX {EACH CORRECTIVE ACTION SHOULD B CaMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE . DATE
[ DEFIGIENGY)
F 279 | Confinued From page 7 F a7} F279 -111/30/2013
: A faciiity must use the results of the assessment The care plan for resident #6 now
to develop, review and revise the resident's reflects issues and risks of welght
comprelfenswe pian of care. : loss, depression and anxiety.
The facility must deve!op a comprehensive care Appropriate interventions are also in
plan for each resldent that includes measurable place for this resident.
objectives and timetables to meet a resident's
| madical, nursing, and mental and psychosacial .
needs that are identifisd in the comprohensive By November 30, 2013 all licensed
assessment, staff will be re-educated by the
. ) Director of Nursing on updating care
The care plan must describe the services that are plans and followi ng Y D’:‘ -
to be furnished to aftain or maintain the resident's WIng up
highest practicable physical, mental, and recommendations from other
psychasoclal welkbeing as required under practitioners/professionals.

§483.25; and any services that wotild ofherwise

be required under §483.25 but are not provided By December 31, 2013, all current

due to the ra;sicciient's exercise of fights under resident care plans will have been
§483.10, including the right to refuse treatment reviewed by th . X
under §483.10(b){4). ed ny the Assistant Director

of Nursing to ensure all care issues
are included on the care plan.

This REQUIREMENT s not met as evidenced
b »

Based on medical recard review, ohservation, Director of Nursing, Assistant

and interview, the faciity failed to develop a care Director of Nursing and/or

plan fo address weight loss, depression, and Registered Nurse Supervisor will
amiely lf:’c:r ahe (#6) of twenly-three residents perform weekly review of weights.
reviewec. Any ¢hange in nutritional status will |
The findings included: be updated in the resident’s care

. . plan to reflect any change, "-
Resident #5 was admitted to the facility on August
30, 2013, with diagnoses including Aspiration

Pneumonia, Dysphagia, Anemia, Hypertension, Effective January 1, 2014, Director of

and Status Post Celostomy, Nursing, Assistant Director of
' L _ Nursing and/or Registered Nurse
Medical record review of a Registered Dietician Supervisor will perform audits on 2

(RD) note dated September 25, 2013, revealed
FORM CMS-2567(02-95) Previous Varsions Obsolate Event ID:585511 Facility 10: TNB210 If continustion sheet Page § of 20
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F 279 | Continued From pagé 8 F 27| charts per hall per week for 4 weeks
"t (welght) loss from 117.3 Ibs to 102.6 Ibs to ensure care plans reflect all care
8/22113.. ‘ issues for the resident,
. Audit findings wili be reported each
Medical racord review revealed the resident . . .
weighed 95 Ibs, on October 15, 2013, week in Quality of Life/ Quality of
Care meeting to the interdisciplinary
Medical record Ir;‘=1--'i~==w'. of all p;sét:hiatﬂ% note dated Team and to the Quality Assurance
September 2, 2013, revealed the resident was
seen for maod and behaviors, anxiety, depressive Pracess Improvement monthly.
signs and symptoms with recommendations for
Zoloft (antidepressant} and to increase the as
‘needed Xanax (antianxdety).
Medical record review of the Care Plan dated
August 30, 2013, revealed no documentation of
the resident's weight loss, depression, anxisty, or
the possible side effscts of the antldepressant
and anfianxiety medications,
Interview on Qotober 28, 2013, at 9:55 a.m., with.
the Director of Nursing (DON), in the DON's
affice confirmed a Care Plan had not besn
developed to address the resident's weight loss.
Interview on October 23, 2013, at 12:50 p.m.,
with the Director of Nyrsing, in the confarence
room, confirmed a cara plan had hot been
developed to address the resident's depression,
anxiety, orthe possible side effscts of the
antidepressartt and antianxiety medications. F 230 11/30/2013
58D | PARTIGIPATE PLANNING CARE-REVISE GP for resident #138 has aou p ot
The resident has the right, unless adjudged placed on care plan. The care plan
incompetent or otherwise found to be for resident #62 now reflects the use
incapacitated under the laws of the State, to of the geri-chair for positionin
participate in planning care and treatrient or B-
changes in care and treatment,

FORM CMS-2557(02-09) Previous Versions Chaolete Event ID; 505511
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUGTION : -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: gﬂuumms "‘“’é’éﬁ;ﬁf&“g{f"
. | 445481 B. WING - 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADPRESS, CITY, STATE, ZIF CODE R
100 NETHERLAND LANE ‘
LACE AT KiNGSP Tt
ASBURY PLAG ORT KINGSFORT, TN $76g0
%4 1D SUMMARY STATEMENT OF DEFIGIENCISS io PROVIDER'S PLAN OF GORRECTION %)
PREFIX {EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
YAG REGULATORY GR LSC IDENTIFYING INFORMATION) TAG OROSS-BEFEREggEElTO T‘I-'I)E APPROPRIATE DATE
. JCIENG
F 280 | Continued From page 9 ' F 280! By November 30, 2013 all licensed
staff will be re-educated on
A comprehensive care plan must be developed updating care plans and following up

within 7 days afterthe completion of the

comprehensive assessment; prepared by an on recommendations from other

interdiscipiinary team, fhatincludes the attending practitioners/professionals by
physician, 2 reglstered nurse with responsibility Assistant Director of Nursing
for the resident, and other appraopriate staffin (ADON)

disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident’s By December 31, 2013, all current

ani roveed oy 3 o of ool eviowed resident care plans will have been
each assessmant reviewed by Director of Nursing,
Assistant of Director of Ny rsing, or
Registerad Nurse Supervisor to
ensure ali care issues are Included

This REQUIREMENT is not met as evidenced on the care plan,

by .

Based on observation, medical record review,
and interview the facflity failed to revise 2 care Effec-tive Jan.uarv 1, 2014, Director of
plan for a positioning devics for one (#62), and for Nutsing, Assistant Director of
a safely alarm for one (#138) of twenty-three Nursing and/or Registered Nurse
sampled residents, Supervisor wifl perform audits on 2

charts per hail per week for 4 wegks

The findings included:
to ensure care plans reflect al care

Resident #82 was admitted to the facility on July issues for the resident.

16, 2013, with diagnoses including Anemia, ; i ;
Alzheimer's Disaase, Paralysis Agitans, and Audit ﬁ ndmg? will b.e reportf:d cach
Depressive Disarder week in Quality of Life/Quality of

013 - | Care meeting to the Interdisciplinary
Observation on October 22, 2 . at 2:00 pm., Team and to the Qualit .
revealed the resident in the residents raom sitting Pracess Inmproy a a:a Y ASs':rance
quietly in a geri-chair in a reclined position, s Improvement monthly.

Medical record revisw revealed therapy had
assessed the resident on July 18, 2013, and the
geri-chalr was to be used as an assistive device
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF GODE I
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES [ FROVIDER'S PLAN QF CORRECTION {X5) .
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMILETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENGED TO THE APPRUPRIATE DATE
' DEFICIENGY)
i 280 | Continued From page 10 F 2380

for positioning the resident

Review of the resident's cutrent Care Plan Report
dated May 6, 2013, revealed no documentation
conderning the use of the geri-chair for
positioning,

Interview with the Director of Nursing (DON) in
the DON's office on Octobar 23, 2013, at 7145
anm., confirmed the care plan had not been
revised 1o include the geri-chair as a positioning
“device, -

Resident #138 was admitted o the faciiity on
Qotaber 165, 2013, with diagnosas including
Aspiration Pnsumonia, Atrial Fibrillation,
Rheumatoid Arthiitis, and Diabetes Mellifus,

Medical record review of a Fall Risk Evaiuation
dated Qctober 15, 2013, revealed the resident
wae at high risk for falls.

Review of a facility fall investigation dated
October 20, 2013, revealed the resident
experienced a fall, without infury, in the bathroom
at 3:00 p.m. Continued review of fhe fall
investigation revealed the resident had removed
the personal safety alarm (PSA) at the time of the
fall, and the PSA was to be placed where the
resident could not remove it,

Qbservation on October 22, 2013, at 1:05 p.m,
revealed the resident seated in a wheelchair, at
bedside, feeding self lunch, with a personal safely
alarm in place.

' Medical record review of the Care Plan dated
October 15, 2013, revealed the resident was at
risk for falls, however, there was no
documentation of the need for the PSA.
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+ frequency of changes for resident

The services provided or arranged hy the facility #14,
must meet profassional standards of quality.

GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG Ogme tees
STATEMENT OF DEFICIENGIES X1) PROVIDERISUPPLIERICLIA MULTIP oN '
AND PUAN OF GORmac et NUMBER ﬁu,wmm goNSTRUGT o) ”“Lﬁf;._',‘g{f*

usdnt S VNS - . 1012372013 -

NAME OF PROVIDER OR SUPPLER . $TREET ADDRESE, CITY, STATE, ZIP CODE _"‘"“"1—-—

. 100 NETHERLAND LANE -
ASBURY PLAGE AT KINGSPORT KINGSPORT, TH- 37660
(44) ID SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. - DEFICIENCY}
F 280 | Continued From page 11 ' F 280
Interview on October 22, 2013, at 1:40 p.m., with
the Assistant Director of Nursing, in the
gonference room, confirmed the Care Plan had
not been revised to include the need for the F 281
Persogal sg)fatySaE!;mbEs PROVIDED MEET E 281 A physician order has been obtained
F 281 | 4B3.20()(3)(}) N . .
$5=D | PROFESSIONAL STANDARDS forthe Foley catheter, sgeand -

All medical records for residents

This REQUIREMENT s not met as evidencad with Foley catheters will be audited

%‘i d dical recor review. ob " by the Director of Nursing, Assistant
ased on medical record revisw, ohservation, : :

and intetview, the facilify failed fo obtain Director of Nursing and/?r

physiciar's orders for the size, care and Registered Nurse Supervisor to

frequency of changes for a urinary catheter for ensure that the size, care and

one (#14), of twenty-thres residents reviswed. frequency of change is ordered by

the physician. This review will be

The findings included:
completed by November 30, 2013,

Resident #14 was re-admitted to the faciity on

September 25, 2013, with diagnoses Including ; ; '
Dysphagia, Urinary Retenfion_and Stage 3 All Il;ensed s:aff will be reed.ucated
Chronic Kidney Disease. . on the need for documentation of

reason for Faley cathater, size, care,
Medical record revisw revealed the resident was and how often catheter is to he

admitted with a #16 (size) urinary catheter.
Continued review révealed no physician orders changed by November 30, 2014 by

forthe size, cars, and frequency of changes for Director of Nursing.

the urinary catheter:

Observation on October 23, 2013, at 9:00 am,, All new admissions for 4 weeks will
reveated the resident lying on the bed, Continued be assessed by Assistant Director of
observation revesled the resident had a #16/30ce Nursing or Registered Nurse

urinary catheter with yellow urine noted, Supervisor for use of Foley
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445481 B. WING 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, GITY, STATE, 21 GODE R ————
100 NETHERLAND LANE
ASBURY PLACE AT KINGSPORT KINGSPORT, TN 37680
4 1D BUNMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION e
PREFIX {RACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFAETION
A REGULATORY QR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENEY)
Catheters, If a catheter is present,
~ F 281 Continued From page 12 F 281 the chart will be audited for
. . - o . evidence of a physician order f,
Interview with the Director of Nursing (DON) in catheter sizepc:re and fre euezr i
the DON's affice on October 23, 2013, at 9:30 s 25 quency o
&a.m., confirmed no physician orders were changes,
obtained as to catheter care, size, or schedule of
cathefer changes and care. The results of the audits will be
F 309 | 463.25 PROVIDE CARE/SERVICES FOR F 309] reported by Directer of Nursing to
§5=Dy | HIGHEST WELL BEING - the Quality Assurance Pracess
Improve i
Each resident must receive and the facility must provement committee.
provide the necessary care and services o attaln
ar maintain the highest practicable physical,
mental, and paychogocial welkbsing, in £309
accordance with the comprehensive assessment . 11/30/2013
and plan of care. The physician has addressed the
pharmacy recommendation for
resident #45.
This REQUIREMENT is not mat as evidencad
l:g: . ‘ed' l arew 4§ nfervt All charts will be audited by
ased on medical record review and interview, Nov
the facilty failed to follow the physician's order pvember 30, 2013 to make sure all
regarding the pharacy consultant's pharmacy recommendations have
recommendation for one resident (#45) of twenty- been followed up on by the Director
three residents reviewad, . . of Nursing,
The findings included: \ \
9 The Assistant Direstor of nursing and
Resiq[ent #45 dwas admittqdlto the factlity on July Registered Nurse Supervisor will be
6, 2012, with diagnoses including Hypertension, re-ad
Hyperlipldemia, Anemia, Mental Disarder, Cons l;:atid E Y Pthfa rmac'v
Depressive Disorder, Anxisty State, Aliered uftant about following up an
Mentsl State, insomnia, Renal Cel Carcinoma, pharmacy recommendations by
Arthritis, Diabates Mellitus, and Delirum. November 30, 2013,
Medical record review of the Madication Regimen , ,
Review dated August 30, 2013, revesaled a Within 7 days of the pharmacist’s
recommendation by the Consuitant Phatmacist to - {visit and receipt of
FORM CMS-2587{02-09) Previous Versions Qbsolate Event ;595811 Facility IL: Tha210
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STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445481 B Wia 10/23/2043
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE A
100 NETHERLAND LANE
ASBURY PLACE AT KINGSPORT KINGSPORT, TN 37660
00 1D SUMMARY STATEMENT OF DEFICIENCIES 0’ PROVIDER'S PLAN OF CORREGTION o0
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREC HVE AGTION SHOLILD kg COMPLEVION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROBS-REFEREggFEIg [E?d ;rge APPROPRIATE P&TE
. - Tecommendations, the Director of
F 309 Cznﬂnue;jFr °';_‘dpageo1§5 (ol 1 fone) F308! Nursing, Assistant Director of
“change Risperidone 0. mg (milligrams ne .
tab (tablet) po (by mouth) 9 pm to Risperidone Nursing and/or Registered Nurse
0.25mg one haiftab po 9 pm as a trial GDR Supervisor will bring the file of
(gradual dose reduction). recommendations to the Quality of
. Life /Quality of Care i
Further review of the Medication Regimen seco{1 ?;i reviz to " mee:;)ng fc:: a
Review dated August 30, 2013, reveeled a signed W to ensure that 5
wrilten response from the attending physician, recommendations have been
"ask Mental Heaith." addressed by the respective
Medical record review revealed, no physician,
documentation Menta! Health had been notified Any recommendations that lack 3
rélated fo the GDR. response, will be managed within 48
, hours of this s d review.
Medicai record review of the Medication Report Completion d imﬁ review
revealed, Resident #45 was currently receiving pietion date November 30,
Risperidone 0.25mg one tablet every evening. 2013,
Intervisw with the Assistant Director of Nursing on : .
Qelober 22, 2013, at 3:10 p.m., in the conference -"_16 Director of Nursing, Assistant
room, confirmed the facility had failed to foliow Director of Nursing and/or
the physician's orders and Mental Health had not Registered Nurse Supervisor will
seen Resident #45 reganding the gradual dose complete audi .
reduction of Risperidone. . eco:? ds wlthd :15 on 10% of medical
F 325 { 483.25()) MAINTAIN NUTRITION STATUS F 325 phiarmacy
£5=D | UNLESS UNAVOIDABLE - recommendations each month for 3
] . months,
Based on & resldent's comprehiensive Results will be presente d bv th
ssment, the facility must ensure that a " y the
?esssiggirtn? b the faciiy C e Director of Nursing at the Quiality
{1) Maintains scceptable parameters of nutritiona Assurance Process improvement.
status, such as body weight and protein levels,
unlegs the resident's clinical condition
demonstratss that this is not poasible: and )
{2) Receives a therapeutic diet when there is &
nutritional problem. -
Facility 10; TNB210 If sontinuation sheet Page 14 of20
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STATEMENT OF DEFICIENCIES {X1) FROVIDER/SUPPLIER/CLIA 1 -
AND SLAN OF CORREOTIN ) ERTIRCARON i ﬁg,:ﬂ;m CONSTRUCTION (%) SATE SURVEY
445431 5. e 18/23/2913
-NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE ]
100 NETHERLAND LANE
ASB‘URY PLACE f&T KINGSRORT KINGSPORT, TN 37850
o4) I SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (%53
BREFIX ' (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAB GROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) )
F 325 | Continied From page 14 Faz5| F325
‘ The Registered Dietitian has been  |11/30/2013
‘ consulted for resident #112 and
by: reviewed b ici
Based on medical record review, observation, impl d tv;he}[;hystc‘lan a?d
and interview, the facility failed te ensire an IMplemented, This resident’s
assessment was completed by a Registered weight has stabilized.
Dietician for one (#112), and failad to egresure ube
feedings were administered as ordared for one
(#6) of twenty-threa residents reviewed. A ne}v form used to record all ty be
feeding amounts and flush amounts
The findings included: by shift has been designed and
. Ja
Resident #112 was admitted to the facility on P ce‘!d on the fmf"? of tt_'e
Qctober 9, 2013, with dlagnoses inchuding Medication Administration Record
Diarthea, Urinary Tract infection, and Derventia, for resident #6.
Medical record review of the Nutritional .
Assessment dated October 16, 2013, revealed A new process has been put in place
"...Dist...Reg (regular) lactose free...wt, (weight) on how Registered Dietitian notifies
&6 (pounds) IBW (Ideal Botdy Waight)...105..." _ Director of Nursing, Assistant
Dir :
Medical record review of the GeriMenu Resident R ector of Nursing, and{nr
Memo File Printout dated Octobet 16, 2013, egistered Nurse Supervisor and
revealed "...Weight on 1)0!10113...86‘.0...Res Administrator of Registered Dietitian
(resident) is 19 (pounds) (below)...ibw...intake of recommendations. Nursing an
food (and) fliids served, 75%...Will menitor dIEtar‘/ will review signifi g £ d .
intake of food (and) fiuids served...” gniilcant weight
thanges and determine appropriate
Medical record review of a laboratory report dated interventions within 7 days.
October 14, 2013, revealed “...Total Proteln
A . nce) Ranges...6.4-8.2...Albumin .
ggﬂ_gﬁi g?g:sﬁﬁ_ﬁ&g“ ZThe.process change includes the
Registered Dietitian providing a copy
Medical racord review of the Resident Welght of all recommendations to the
Report dated Qolober 23, 2013, reveated the Director of Nursing, Assistant
resident's weight was 87 pounds, e
Director of Nursing and/or
Review of the ADL (Activities Daily Living)
Event IR:583511 Facliy 10: THS210 . If conlinuation shaet Page 15 of 20
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0935.0391
STATEMENT OF DEFICIENCIES | (¢1) PROVIDERISUPFLIERICLA | (X2) MULTIPLE CONSTRUGTION DATE
AND PLAN OF CORRECTION IDENTIFICATONNUMBER: | ;1 puuio e 0c3) DATS SuRvey
dasam S e - 10/23/2013
NAME OF PROVIDER OR 8UPPLIER _ STREEY ADDRESS, CITY, STATE, ZIP CUDE I —
. 100 NETHERLAND LANE
RT
ASBURY PLACE AT KINGSPO KINGSPORT, TN 37580
) 10 SUMMARY STATEMENT OF DEFICIENGIES D " EROVIDER'S PLAN OF CORRECTION P
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING tNFORMATION) TaG OROSS-REFERENCED 10 THE APPROPRIATE DATE

F 325 | Contnued From pags 15 F 325 Registered Nurse Supervisor and
- ntinued From page i in addition to the
: Verification Workshest dated October 9, 2013, édm_:c?isdtra.tcir " :4 o rt The

through Qctober 22, 2013, revealed the residents ertified Dietary Manager.

meal intake varied from 50% to 100%. S Director of Nursing, Assistant
_ ' Director of Nursing and/or
Observation on October 23, 2043, at 7:55 a.m. Registered Nurse Supervisor and

revealed the resident seated in a wheelchair, in

the resident's room, being fad eggs, oatmesl and Admiinistrator will review the

sausage by the residenfs family member. The recommendations and follow up
resident’s family member stated the residsnt eats with the Certified Dietary Managar
a good breakfast. and nursing staff to ensure the
Observation on Qctober 23, 2013, at 1:00 p.m, physician is notified of
revealed the resident ate approximately 3/4 recommendations timely.
hamburger, all of the strawberrics, and a few
carrots,

‘ A new form used to record all tube
Interview on October 23, 2013, af 10:40 a.m., feeding amounts and flush amounts
withfeme Certified Dietary bganage, iril the by shift has been desighed and
conference room, revealed the Registered .
Didtician (RD) weis to be nofified of resldents placed on front of each Medication
below IBW with low protein and albumin and Administration Record for all
confirmed the Registered Dieticlan had not been patients receiving a tube feeding
notified. _ educated by Directar of Nursing, The
Resident #6 was admitted to the facility on August Director of Nursing, Assistant
30, 2013, with diagnoses including Aspiration Director of Nursing and/or
Pneumonia, Dysphagia, Anemia, Hypertansion, Registered Nurse Supervisor and
and Status Post Colostomy. " | Certified Dietary Manager will
Medical record review of the nursing notes dated ‘perform weekly review of weights
August 31, 2013, revealed the resident had four and iIntake Output report on each
plus ankle edema. | resident to ensure all nutritional

Medical record review of 2 Nutritional status changes are addressed.

Assessment dated September 3, 2013, revealed
the resident was 5' 3" tall and weighed 117 Ibs.,
the resident received nothing by mouth, received
tube feadings of Glucerna 1.2 at 55 m) (miliiliters)
per hour, twenty-four hours dafly with safine
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NAME OF PROVIDER OR SUPPLIER STREEF ARDRESS, CITY, STATE, ZIF GODE T
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o I SUMMARY STATEMENT OF REFICIENCIES iD PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD EE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION}  TAG CROBS-REFERENCED TO THE AFPROPRIATE BATE
DEFICIENCY}
F 325 | Continued From page 16 F373] The Certified Dietary Manager has
fiushes of 50 mi, four times a day. started care planning all dietary
. ch . i
Medical record review of a High Risk Follow-Up hanges \fﬂeekly_ reviews _Of dtete-zry
note by the Registerad Dietlcian (RD) dated’ G aﬁges will ke discussed in Quailty
September 4, 2013, revealed the resident was of Life/Quality of Care meetings.
NPFO (nothing by mouth), received Gulcerna 1.2
at 55 m! per hour by feeding tube, was tolerating Weight repor :
the tubs feedings, was admitted with some " eil 0 ts Will be printed
edema, the tube feeding was mesfing the eekly and reviewed by Director of
resident's needs and there were no new Nursing, Assisted Director of Nursing
recommendations. and/or Registered Nurse Supervisor
Medical record review of an RD note dated and Certified Dietary Manager.
Septembiar 25, 2013, reveaied "wt (weight) loss
from 117.3 Jbs 1o 102.6 Ibs 9/22/13...Recommend : The results will be presented by the
fo increase TF (tube feading) rate fo 85ce/hr Director of Nursing ¢ :
) . ; ; g to Quality
continvous. This would increase calories to As
1872/24 hrs. Water flush 100cc q 4 hre, Goal= surance Process Improvement
stop wit loss." committee monthily.
Medioal record review revealed the resident
-weighed 95 lbs, on October 15, 2013.
Medical record review revealed no decumentation
the physician had been notified of the
recommendation fo increase the Glucerna to 65
ml per hour until Qctober 17, 2013.
Medical record review of a Physician's Progress
Note dated October 17, 2013, revealed “wi.
(weight) loss nofed but edema has improved
dramatically...plan 1) (ncrease) TF (tube feeding
and monitor resident..."
Medical record review of a physician's order
dated October 17, 2013, revealed
“...lymphegema...lower extramities. Increase TF
{fube feeding) to 80ce hr. (howr) if tolerate
well...may increase to 65cc/hr..."
Event ID:SQSS11 Facillw 19: TNEZ10 lf mnﬁnuaﬂon sheat Paga 17 uf 20
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F 325 | Continued From page 17 . F325

Observation on Ogtaber 21, 2013, at 3:32 p.m.,
revealed the resident lying on the bed recelving
Glucerna 1.2 at 85cc¢ per hour. ' :

Interview on October 22, 2013, at 2:45 p.m., with
the Director of Nursing (DON), in the DON's
office, confirmed the physiclan was not notified of
fhe recommendalion to increase the Glucera fo
65ce per hour until October 17, 2013

Medioal record review revealed the total amount
of tube feeding administsred to the resident was
not documented.

Qbservation on Qclober 22, 2013, st 4:25 p.m.,
revealed the resident in the hallway, seated in g
wheelchair. Confinued observation revesled the
resident was not receiving tuhe feeding,

Observation on Octobar 23, 2013, at 9:40 a.m.,,
revealed the resident receiving hair care in the
facility beauty shop, and was not receiving tube
feeding,

interview on October 23, 2013, at 10:00 a.m.,
with Licensed Practical Nurse (LPN) #2, at the
nursing station, (LPN reaponsible for the care of
resident #6), revealed the resident did not receive
the tube feeding as ordered by the physician for
approximately three to three and one-half hours
daily due to the resident baing out of bad,

Interview on October 23, 2013, at 10:10 a.m.,
with the DON, in the DON's office, confirmed the
resident's tube feeding Intake was not
documentad/monitored 1o ensure the resident
received the appropriate amount of tube feeding,
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Telephone inferview an October 23, 2013, at
10:20 a.m., with the physician, revealed the
resident had severe Gastroparasis and a Hiatal
Hemia, and bolus feedings were not appropriate
for the resident. Confinued interview revealed the
resident's lower extremities were very swollen
upan admission to the factfity, and the edema had
dramatically improved and could account for the
resident's weight loss,

483.55(2) ROUTINE/EMERGENCY DENTAL :

The facility must assist residents in obtaining
routine and 24-hour emergency dental care.

A facility must provide or obtain from an outside
Tesource, in accordance with §483.75(h) of this
part, routine and emergency dental services to
meet the needs of each resident; may charge a
Medicare resident an additional amount for
routine and emergency dental services; must if
hecassary, assiet tha resident in making
appointments; and by arranging for transportation
fo and from the dentist's office; and promptiy refer
Lesidex}ts with lost or damaged dentures to 2
entist.

This REQUIREMENT is not met as svidenced
Bésed oh medical record review, obgervation,
and intefview, the facility feiled fo obiain dental
services for one (#8) of twenty-three residents
reviewed. .
The ﬁndings included:

Resident #8 was admitted to the facility on August

F 326

Fa11| Fau ' ' 11/30/2013

Resident #6 was asked if they had
pain and they said no, They were
offered dental services and they
declined the offer.

All residents will be assessed for
need of dental services by
November 30, 2013,

An oral assessment will be
completed on all new admissions
and they will be asked if they have
dental pain as well as if they would
like to see a dentist. Arrangements
will be made to transport to dentist
if resident wishes to see the dentist,
The mobile dental service wilt
continue to visit every 6 months.

- All licensed nurses will be
reeducated on mouth and dental
assessments by November 30, 2013
by a Registered Nurse.
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F 411 | Gontinued From pége 19 F411| Anew more In-depth form will be
30, 2013, with diagnoses Including Aspiration used to assess dental health and the
Pneumonia, Dysphagia, Anemia, Hyperfension, need for intervention by a dentist.
and Status Post Colostomy, Form will be completed upon
Medical record review of the Resident-Data admission and every six months.
Collection form dated August 30, 2013, revesled
the feSldent di‘d ﬂﬂt ha\fe any teeth Or dentul'es ’ Dental/oral assessments w"[ be
Medical record review of the admission Minimum audited by Director of Nursing,
Data Set dated September 12, 2013, revealed no Assistant Director of Nursing and/or
dental issues were identified, Registered Nurse Supervisor. Two
Observation and Interview on October 21, 2013, charts per hall per week for 4 weeks,
at 3:32 p.m., revealed the resident lying on the then two per hall monthly for 2
bed, with missing upper tecth, and stated nesded months,
a oot canal. Continued interview with the indi
resident revealed the residsnt was not Findings of the dent.al/orai
experiencing any tooth paln asse§sment audit will be reported to
_ : Quality Assurance Improvement
Observation and interview on Oct 22, 2013, at Process monthly by Director of
3:00 p.m., with the Director of Nursing (DON) Nursin y oy
revealed the resident lying on the bed, and the &
DON described the resident's feeth as appaaring
to have decay with some missing testh.
Interview on October 22, 2013, at 3:05 p.m., with
the DON, in the DON's office confinned there had
been no dental consultation arranged for the
resident since admission.
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